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Welcome/Review/Approval of minutes



Review/Approval of Minutes
Chair Dr. Bittner-Fagan began the meeting at 10:02 am.  A motion was made by Ms. Nora Katurakes to approve the October 2021 minutes, seconded by Ms. Carolee Polek, and all participating approved the minutes as written.
Public Health Data Discussion
The Chronic Disease Epidemiologist from the Division of Public Health, Stephanie Belinske, led a Public Health Discussion. Ms. Belinske handles chronic diseases that aren’t cancer.  The cancer screening prevalence comes from the Behavioral Risk Factor Surveillance System (BRFSS), which is one of three major data sources.  The other two sources are Screening For Life (SFL), and the North American Association of Central Cancer Registries (NAACR).  There is an additional data source called the Delaware Health Information Network (DHIN), which houses the all-payer claims database (branded as the healthcare claims database), and the community record.  The community record houses all of the clinical data and cannot be queried.  The Division of Public Health (DPH) has a data use agreement with them, but it is outside of the State agency system, and therefore a data request has to be approved. 

Dr. Stephen Grubbs asked if all payers were participating in the all-payers claims database, and Ms. Belinske confirmed that about 64% of Delaware residents are participating.  If employers self-ensure they don’t have to report to DHIN.  This means that it is not a true representation of the Delawarean population.  Dr. Grubbs advised as a self-insured employer you are not required to report to DHIN. Ms. Belinske added that it is helpful knowing what your research question is and asking you to have the appropriate data source while understanding that DPH staff has access to a finite number of data sources within the state with limitations and constraints about the kinds of answers DPH staff can provide. 

The main purpose of BRFSS is the surveillance of chronic disease and behavioral risk factors statewide.  The main purpose of SFL is intake and data eligibility information and screening data; the main purpose of NAACR is the surveillance of cancer cases in Delaware.  The main purpose of DHIN is insurance claims for Delaware residents. 

The types of analysis done with BRFSS are statewide prevalence estimates stratified by multiple different risk factors.  Looking at the trends over time will provide a good understanding of what is happening in the state through measures of association, both linear and logistical regression with the data.

SFL analysis is limited to SFL participants, so program evaluation is done frequently through eligibility estimate screening prevalence among that population. 

The Delaware Cancer Registry (DCR) is surveillance of cancer cases in Delaware.  The Incidence and Mortality Report (I&M Report), provides a lengthy and involved idea of what can be done with that data.

BRFSS is complex survey data, and it cannot produce estimates below a county level.  This is not a result of a lack of requesting zip codes, but due to the waiting methodology.  Ms. Belinske said DPH doesn’t have samples at every zip code, and there is no waiting to the zip code, which is why results are constrained to county level.  With many other states that may be fine, but for Delaware having only three counties, it is a limitation. 

The limitation for SFL is for a very specific population and this data set cannot be generalized to the public because it is so specific.  The trends with SFL may not be indicative of what is going on in the larger population and should not be used as a guide.  Any findings in SFL should be paired with another data source if you want them discussed at the state or county-level. 

A large limitation in DCR is that it only captures a few demographic characteristics, and it is not capturing social determinants of health variables, which limits how the findings are stratified and how progress is measured. 

Dr. Grubbs asked if customized questions specific to Delaware could be added to BRFSS to which Ms. Belinske answered yes.  Dr. Grubbs also asked when will the 2021 data be available to work with for the tumor registry.  According to Diane Ng at Westat, the 2021 data will not be complete and submitted for Call for Data until 2023 due to the two-year lag.  The data submission occurs late in the year, so most likely the earliest that analysis could be done with complete data would be 2024. 

Dr. Stephen Grubbs asked about the holes in the lung cancer data, to which Ms. Belinske said that the first year any question is asked is where the data will be looked at, evaluated, and working out the kinks.  In terms of lung cancer data specifically, one of the trickiest parts is how involved the recommendations are and how you fit intelligibility.

Mr. Dale Goodine, Health Education Director with the Division of Public Health, serves as the BRFSS coordinator.  He provided a broad, simple overview of BRFSS.  BRFSS, or the Behavioral Risk Factor Surveillance System, is described by the Centers for Disease Control and Prevention (CDC) as the nation’s premier system of health rated telephone surveys that collect data about adult U.S. residents aged 18-years-old and older, regarding their health-related risk behaviors, chronic health conditions, and use of preventive services.  BRFSS was established in 1984 and now collects the data in all 50 states, as well as the District of Columbia, and three U.S. territories.  The BRFSS annually collects more than 400,000 adult surveys nationally, making it the largest continuously conducted health survey in the world.  All states collect BRFSS data to help them establish and track state and local health injectors, plan health programs, implement the use prevention and health promotion activities, and monitor trends.  Nearly two-thirds of the states use BRFSS data to support health-related legislative efforts, including Delaware.    

BRFSS (two s’s) is the collaboration of everyone’s individual state survey.  The BRFS (one “s”) consists of the annual surveys that are conducted independently by the states and each state’s individual survey.  Each state’s individual survey is combined into the BRFSS, where it can reach the surveillance system nationally and that’s the difference between BRFSS and BRFS. 

There are several components of the BRFSS questionnaire, primarily modules.  Each module included in the BRFSS questionnaire consists of questions related to a specifically grouped behavior, such as tobacco use, cancer screening, alcohol use, etc. 

The standardized core modules in BRFSS are developed annually by the CDC in conjunction with all the states.  The CDC has a large say in what will be in the core modules and they set the determinations about which one will be in the core.  The standardized core modules are developed annually by the CDC, and all states must ask the modules in the core for the given year.  Fixed Core Modules are questions that are asked every year, and Rotating Core Modules are questions that are asked every other year, or on some other designated rotating schedule (every two years, every three years, etc.). 

In addition to the standard core modules, there are optional modules developed by the CDC, but they give the states the option to choose which modules they might use based on a state’s individual need.  There are also state-added modules, developed by the states, and are not part of the official BRFSS questionnaire.  State-added modules allow states to tailor questions and topic areas of most importance to the state.  Mr. Goodine addressed Dr. Grubb’s question about the ability of a state to develop their own question, advising that this function would allow a state to do just that. 
The core and optional modules are funded by the CDC.  The state-added modules are not funded by the CDC and are funded at the expense of each state.  The content of the BRFSS questionnaire is determined by BRFSS coordinators and the CDC.  Consideration of new questions is a collaborative effort between the states and the CDC and if new questions are approved, they go through a technical review, cognitive testing, and field testing before being placed on the questionnaire. 

The current sampling methods utilized are 75% cell phone, and 25% landline.  The CDC provides states that randomly selected monthly sample of survey participants.  The State of Delaware doesn’t choose who we are looking to interview or to sample; the CDC has the database, and they provide the sample to the State of Delaware monthly, and that’s how DPH determines who is going to be selected to be surveyed.  Survey participants are not compensated, and participation is voluntary. In regard to the interview sampling method, the CDC is currently considering going to 100% cell phone sampling for the survey year.  They are expecting to decide in the summer of 2022.  Mr. Goodine commented that there are some challenges being considered by the CDC since some states are rural and they do not have cell service coverage everywhere.  There is also a large contingent of the older population that continues to use landlines, so a move to 100% cell phone sampling would have an effect on responses from these populations, which most likely is going to skew data by not being able to reach these demographics. 

Delaware’s target sample is 3,800 – 4,000 surveys and it is predominantly driven by the cost to administer the survey.  A few years back, the CDC provided funding to fully cover the costs to administer the BRFSS.  However, that is no longer the case and each year DPH is challenged to elicit supplemental funding from other state agencies and community partners, and usually it is in exchange to include specific interest questions in the BRFSS for these agencies and partners. 

An example was provided in the slide presentation showing how supplemental funding was needed to conduct the BRFSS in Delaware.  The current contract to administer the BRFSS is nearly $525,000 a year.  The CDC provides DPH funding on average of about $370,000 a year and that leaves DPH looking to find supplemental funding of $154,000.  This funding comes from internal agencies within the State of Delaware, as well as some external partners that might have an interest of wanting to contribute funding for the inclusion of some questions. 

Mr. Goodine added that statistics do show BRFSS sampling does cost more to get a completed landline or cell phone sample, but the movement to go to 100% cell phone sampling is predicated on the fact an estimated 30% of people do not have landlines.  With this nuance of trying to get a sample through a cell phone are people not answering a number they don’t recognize, or if they are suspicious of it.  This requires more attempts to obtain a completed survey which also ties into the cost increase. 

Dr. Grubbs asked Mr. Goodine and Helen Arthur if the Delaware Cancer Consortium funds contribute toward some of the BRFSS deficit, to which Mr. Goodine answered that yes there is some funding that is provided in addition to the Comprehensive Cancer Grant.  The screening-related questions that are available are included in BRFSS.

Each year, the CDC develops a questionnaire that consists of the core module questions which is required to be asked by all states.  The CDC also identifies the optional module questions that are to be considered to ask. After determining which module question a state is interested in asking, a timing estimate on how long it will take for a participant to take the survey needs to be determined. The amount of time it takes to conduct a survey between states, and the goal in Delaware is to be in the 20 to 24-minute range to complete the survey.  There is a considerable commitment being made by the survey participants. 

In Delaware, the draft questionnaire is sent to internal state agencies for additional review and input. The state agencies that are sent the draft questionnaires are partners, as previously mentioned, that have an interest in the information being collected from the BRFSS. Most of these partners provide funding to include some of the specific questions that those programs either have an interest in or are required to report on. In terms of not being able to ask all the questions that are on the initial draft questionnaire, that is where decisions need to be made on which questions to ask, and those questions to remove in response to the needs and the impacts of Delaware. 

Mr. Goodine highlighted some other state-sponsored surveys conducted about every two years, including the Adult Tobacco Survey; School Health Profile geared towards school practices and focuses on principles in health educators in schools; the YRBS (Youth Risk Behavior Survey) is focused on risk behaviors of Delaware youth, like the BRFSS; and the Youth Tobacco Survey, which is also tailored towards Delaware school students. 

Dr. Grubbs asked how soon the data will be available to the DCC after it is completed.  For example, when the 2021 survey is completed, when will the data be available?  Mr. Goodine said he has been starting to look for the information to be released publicly by the CDC around August or September. 

Dr. Grubbs said he found it difficult to work with the data from the questions being asked for lung cancer and wanted to know if the DCC could ask the CDC whether or not the BRFSS questions were adequately providing the desired data.  Mr. Goodine said there is an opportunity to provide feedback and any specific questions could be forwarded directly to him so he could introduce them to his counterparts at the CDC when they meet. 

5-Year Plan Update
Ms. Melissa Keiper provided an update on the 5-Year Plan. The Notice of Funding Opportunity (NOFO) grants, which includes the breast and cervical cancer grant, the comprehensive cancer grant and the cancer registry grant, were posted on October 28, 2021, and are due on January 26, 2022.  Ms. Keiper said a proposal has been made for the NOFO submission and it was approved by the Advisory Council and links with the 5-year cancer plan that includes the health equity component.  This component includes inclusiveness and equitable goals with our smart goals. The ED&P committee already had these components included, so there were no additional changes necessary for the committee’s specific goals.  This enabled the Advisory Council to approve ED&P’s 5-year Plan submission 

Ms. Sierra Martinez added that what will be given to the CDC is the projected goals approved by the committee due to the short turnaround instead of the completed new “Teal Book,” and approved 5-Year Plan.  Once the NOFO has been awarded, and the new book has been printed with all of the success stories and illustrations, that is what will be loaded on the CDC’s cancer prevention and control website. Ms. Martinez wanted to clarify what is approved now versus what is being given to the CDC just to satisfy the grant requirements, and what will ultimately be published on the website. 

Lung and CRC Quarterly Spending Update
For the quarterly spending update for colorectal cancer, there were 22 individuals screened and $22,521.86 was spent; for lung cancer there have been zero screenings fiscal year to date

Ms. Nora Katurakes asked Ms. Keiper if she was reporting on those that needed lung cancer screening paid for by the Screening For Life (SFL) program. Ms. Keiper said yes, and that there were only ten clients eligible for screening based on the information supplied on their application. This information includes their age, number of packs, years smoking history, so it is very subjective based on the answers that are provided on the initial application. 

Dr. Grubbs asked the group if funding could be diverted to a lung cancer screening campaign for the spring.  Ms. Martinez said there is a lung cancer campaign currently running that began in November and it is scheduled to stop in February.  The inflatable lung rotation will continue through the end of June.  Dr. Grubbs suggested discussing continuing the campaign in the second quarter for lung cancer. 

Dr. Robert Sikes asked the group about COVID-19 vaccines and changes in breast tissue.  Dr. Bittner-Fagan said there are recommendations about spacing the COVID-19 vaccination and mammography because of the lymphadenopathy that some women have been getting. Dr. Sikes asked if that is a messaging component that the committee should consider down the road. Dr. Bittner-Fagan said there are good fail-safes such as asking people before they have a mammogram if they have recently had a COVID-19 vaccination to prevent catching women in that window where they might trigger having changes and unsure if it would be due to the vaccine or not.  Dr. Grubbs suggested discussing this topic at the end of the Retreat. 

Sharing Time
Dr. Grubbs asked for several committee members to get together to discuss the BRFSS questions on lung cancer screening.  Dr. Grubbs thinks the BRFSS survey data identified the numerator on who had been screened, but the denominator is where the weakness was, because you are asked if you have had a CT scan, but it didn’t specify what kind of CT scan it was.  It makes it confusing on who is eligible to be screened.  Changing the question to allow for more accuracy would help provide better data.  Dr. Bittner-Fagan suggested instead of looking at the percentage of people who have been screened, to look at reducing the number of people who are eligible but have not screened. 

Public Comment
No comments were made during this time.

Adjournment
The meeting was adjourned at 11:12 am.

Attachments
                              
Meeting documentation is available on the DCC website (www.healthydelaware.org) or by contacting Christina Gardner (Christina.Gardner@delaware.gov or 302-744-1020).

Future Meeting (s)




	Next Meeting:

Monday, April 11, 2022
Location – All Day Retreat

	Remaining 2022 Meetings

July 11, 2022 - TBD
October 10, 2022 – TBD
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